Dental Plans Comparison

WE ARE THE COUNTY OF LOS ANGELES

DELTA DENTAL PLAN
SAFEGUARD DELTACARE DELTA PREFERRED DELTA PARTICIPATING
OPTION DENTIST DENTIST IN-NETWORK OUT-OF-NETWORK
IN-NETWORK

Type of Plan i An HMO-style dental plan i  An HMO-style dental plan A dental plan that offers two provider networks and out-of-network benefits
Annual Deductible L None None None Ss0/person; $160/family  $50/person; S150/amily

Annual Maximum Benefit None None (all care rﬁlsﬁ?ﬁ?ggg network) $1,500/person $1,500/person

PREVENTIVE CARE

Cleaning (two eve:)(/) ?‘)ZA] months) (two eve1r)(r)(1)ﬂ2/u months) 100% (twocalendar year) t\?lga/colt(ar;?lﬂztil/fetlilzlr?d‘;? )f/i(;:tr) SO%tV\?J (F:{Iign(i?lg/(él;?sncég?/::r)ﬂm
. Exam ,,,,,,,,,,,,,,,,,,, vvvvvvvvvvv 1,.0.0;/,0 ,,,,,,,,,,,,,,,,,,,,,,, 100 % e ,,,,, 1.06“)0,(,“.”.0 /,cvéléﬁdérvye,ér,). . . 3 0% ,(M(.)/éél,e and‘a‘r year) Lo o 80%0]‘R&C(1wo/ca|endaryea[) .
Full Mouth X-Rays | 100% (one very 24 morths) | 100% (oo every 24 months) | 100% (one every fiveyears) 0% (one ovry fiveyears) - 80%of R&C (one every fveyears)

Emergency Treatment i $5 copay $5 copay 100% 80% 80% of R&C

Extractions . 100% "bf:;?r‘:]tpﬁig i for 100%;;’:;?{;‘&% (f;’s")ay o 85% 80% 80% of R&C
. megs .............................. 100 % ....................... 100 % ......................... 35% .......................... go% ....................... 30 % Of R&c ..........

General Anesthesia neég‘;/"ssc:gla&?;&zﬂi:iﬁ'y neégznssc:@a:xmg]ﬁiﬂi:z'rlﬁy : 5% for oral surgery only 0% for oral surgery only 0% of R&C for oral surgery only
Gmgwectomy JESTTRORNS $55c0pay/quadram P $55COpay/quadram ................... 35% .......................... 80% ....................... 30% of R&c ..........
. Root cana| S ,,,,,,,,,,,,, ....... $45 copay/canal ....... ....... $45 copay/canal ....... ,,,,,,,,,,,,, 85% ,,,,,,,,,,,,,,,,,,,,,,,,,, 80% ....................... 30 % of R&c ,,,,,,,,,,

Bridges H $60 copay/unit H $60 copay/unit H 50% (once every 5 years) 50% (once every 5 years) i 50% of R&C (once every 5 years)
Crowns . S60copaylcrown  S60copaylcrown  85% (once every 5 years) """ 50% (once every 5years)  50% of R&C (once every 5 years)
Dentures . ST0copayfdentre S70copay/denture  50% (onceevery 5years)  50% (once every 5years)  50% of RC (once every 5 years)
OrthOdontla ,,,,,,,,,,,,,,,,,,,,, $1000c0pay+ ,,,,,,,,,,,,,,, $1150c0pay+ ....... 50% ,,,,,,,,, 50% ,,,,,,,, ,,,,,,,,,,,, 50% ,,,,,,,,

H $150 start-up fees $350 start-up fees (81,200 lifetime maximum) ~ ©  (§1,200 lifetime maximum) = ($1,200 lifetime maximum)

. TMJ .................... ........ No t Covered ......... B NOt covered ......... .......... No t covered ......... .......... No t Covered ......... ........... N Ot Covemd ..........

Contact Information

Contact Phone Number Web Site

COUNTY DEPARTMENT OF HUMAN RESOURCES
Benefits Hotline 213-388-9982

Web site http://dhr.lacounty.info/
BENEFITS SYSTEM
Web enroliment mylacountybenefits.com

Telephone enrollment N/A

Kaiser Permanente 800-464-4000 my.kp.org/ca/countyofla
" Anthem Blue Cross CaliforniaCare A —— mozzram i athem comieaioourtyoneanaaies
Anthem Blue Cross PLUSPOS . g00-288-6921 www.anthem com/ca/countyofiosangeles
 Anthem Blue Cross Prudent BwyerpP0 soasasze W s
Anthem Blue Cross CatastrophicPlan 800-288-2539 www.anthem.com/ca/countyofiosangeles
SafeGuard 800-880-1800 www.safeguard.net
DeltaCare 800-422-4234 deltadentalins.com

Delta Dental 888-335-8227
FLEXIBLE SPENDING ACCOUNTS

Administrator (Ceridian) 866-300-2303
Fax :  883-367-3305
LIFE
MetLife : 800-846-0124
AD&D
CIGNA Life : 800-842-6635

N/A

mylacountybenefits.com e Click on the MetLife link

cigna.com

B Indicates Plan Changes

2010 Annual Benefits
Medical and Dental
Plans Comparison Chart

What’s Changing in 2010*

¢ Your MegaFlex plan choices are not changing for 2010.

However, due to continued increases in the cost of health
care, monthly medical premiums, and most dental
premiums, will increase next year. See your Personalized
Enroliment Worksheet for premium rates for 2010.

e Anthem Blue Cross will raise the lifetime coverage
maximum to $5 million from $2 million.

¢ Delta Dental participating dentist in-network and
out-of-network annual maximum benefit will increase
to $1,500 from $1,200.

e Mental health and substance abuse benefits have been
enhanced for all plans to comply with the Mental Health
Parity Act.

¢ Accidental death and dismemberment insurance rates
will decrease.

* Benefit plans and premium rate changes are subject to final
approval by the Board of Supervisors.



2010 MegaFlex Annual Benefits Medical and Dental Plans Comparison Chart

Medical Plans Comparison C

ANTHEM BLUE CROSS PLUS POS ANTHEM BLUE CROSS PRUDENT BUYER PPO

KAISER PERMANENTE HMO

ANTHEM BLUE CROSS
CALIFORNIACARE HMO

TIER 1—HMO

TIER 2—IN-NETWORK

ANTHEM BLUE CROSS

TIER 3—OUT-OF-NETWORK IN-NETWORK OUT-OF-NETWORK CATASTROPHIC

Annual Deductible

Annual Out-of-Pocket
Maximum

Lifetime Maximum Benefit
Ambulance

Chiropractic Care

Emergency Care

Home Health Care

Hospice Care
Hospital Care

Immunizations

Maternity

Mental Health Inpatient

Mental Health Qutpatient

Periodic Health Evaluations

Physical Therapy

Physician Office Visit
Prescription Drug

Skilled Nursing Facility

None
$1,500/person
$3,000/family

Unlimited

No charge if deemed medically necessary

Not covered

$50 copay (waived if admitted)

None

$1,000/employee
$2,000/employee+1 dependent
$3,000/family

Unlimited
No charge

$15 copay/visit
(60 consecutive days/illness or injury
combined with physical therapy)

$50 copay/visit (waived if admitted)

$15 copay/visit

None

$1,500/person
$3,000/family
Unlimited

No charge

$50 copay (waived if admitted immediately)

$50 copay (waived if admitted immediately)

$400/person; $800/family plus $500
None deductible for each hospital and ambulatory
surgical center admission

$150/person up to a
maximum of $450/family

$400/person up to a
maximum of $800/family

$2,000/person
$4,000/family

$3,000/person, $9,000/family
combined for Tiers 2 and 3

$1,000/person
$2,000/family

$3,600/person
$7,200/family

$10,000/person
$15,000/family

$5,000,000 $5,000,000 $5,000,000
80% 80% after deductible 80% after deductible 80% after deductible 80% after deductible
80% 70% after deductible 90% after deductible; 70% after deductible; Covered as part of physical therapy,

maximum 15 visits/calendar year maximum 15 visits/calendar year see below

: $50 copay (waived if admitted) then 90% after :
deductible; 70% after 48 hours unless the

$50 copay (waived if admitted immediately) Saliconay|(wanedifidmiitod)hen

No charge if within Kaiser service area
: No éhargé at an:authérized facility No chargeﬁ
No charge No charge
No charge No charge
' ) ) $15 cdpay/officé visit

No charge Delivery no charge

No charge No charge

$15 copay/visit $15 copay/visit

No charge No charge
$15 cbpay/visif (up to 60 consechtive
$15 copay/visit daysf/illness or injury; combined with

) chiropractic care) )
$15 copay/visit; no charge/pediatric

* $15 copay/visit; no charge/pediatric

Visit to age 5 visit to age 5
$10 copay generic;
$20 copay brand name (for up to $10 copay generic

a 100-day supply of each medication
prescribed by Kaiser physician or any dentist
and filled at a Kaiser pharmacy)

No charge
(up to 100 days/benefit period)

$20 copay brand name

No charge'
(up to 100 days/calendar year)

Inpatient: no charge

90% after deductible )
7 . . . patient cannot be moved -
No charger i 80% - : 70% aﬁerrdrerdruqtible 90% aﬂerrr dequctible : 70% aﬁer dgrdrurctible 75% after deductible
7 7 up to 100 visits/calendar year (combined for Tiers 1, 2, and3 (100 visits/calendar year combined maximum) (up to 100 visits{ca]endar year)
No charge 80% 80% after deductible 80% after deductible 80% after deductible 75% after deductible
5 e B e :
70 /7 after dgdqctlble, plu§ $500 70% after deductible: plus $500 75 /o'aﬂler deductlple, plus $500 hospital
hospital admission deductible and ) o ) admission deductible and $500 penalty/
o ) deductible/admission (waived for emergency L o
No charge 80% $500 penalty/admission if not 90% after deductible L A admission if not pre-certified
. L admission), $500 penalty/admission if not - )
pre-certified; waived if emergency o (non-participating provider only);
. pre-certified L e
7 N N room admission ¢ T waived if emergency room admission
No charge No charge No charge Up to $12 (non-participating provider only) Up to $12 (non-participating provider only)
$15 cdpay/officé visit

o ' o
Delivery no charge $25 copay/office visit, delivery 80%

70% after deductible, plus $500
hospital admission deductible and
$500 penalty/admission if not
pre-certified; waived if emergency
room admission

No charge

$15 copay/visit $25 copay/visit 70% after deductible

No charge No charge No charge

$25 copay/visit; no charge/pediatric
visit to age 5

visit to age 5

$10 copay generic
$20 copay brand name

$10 copay generic
$20 copay brand name

$10 copay generic
$20 copay brand name

No charge: o 80%

70% after deductible; plus $500 ambulatory

70% after deductible, plus $500 hospital

admission deductible and $500 penalty/

admission if not pre-certified; waived if
emergency room admission

90% (no deductible)

$15 copay/visit 70% after deductible

No charge No charge
90% after deductible 70% after deductible
- $15 copay (no deductible); no charge/pediatric : - afterr Vdrerdrurctible
visittoage 5
$10 copay generic $10 copay generic

$20 copay brand name $20 copay brand name

75% after deductible
75% after deductible, plus $500 hospital
admission deductible and $500 penalty/

admission if not pre-certified; waived if
emergency room admission

75% after deductible

No charge

75% after deductible; maximum benefit of $25/
visit; maximum of 24 visits/calendar year
(non-participating provider only)

75% (after separate $200 annual
deductible)

75% after deductible
(up to 100 days/calendar year)

75% after deductible; plus $500 ambulatory
surgical center admission deductible and

o surgical center admission deductible and S . o . o it
Surgery Outpatient: $15 copay No charge No charge 80% $500 penalty/admission if not pre-cerified: 90% after deductible 70% after deductible $500 pen‘allty/a_dm|ssmr_1 if not pr-e ce_rtlﬂe_d
s . (non-participating provider only); waived if
waived if emergency room admission e
7 7 7 7 7 i 7 7 7 7 ST o oo ST ST ss oo oTos oo oToTosoToTooosooos NN v oToToooooooooooooooEoooToTooooo oo oo ooooTooo oo oPoTPToToPTTovTvovovovoToToTOTPTOTOL AT emergency room admission
VSP vision benefits: $15 copay for eye exam VSP vision benefits: $15 copay for eye exam VSP vision benefits: $15 copay for eye exam VSP vision benefits: $15 copay for eye exam
No charge for eye exam at a Kaiser facility; every 12 months; $15 copay for lenses every 12 months; $15 copay for lenses (1 pair : every 12 months; $15 copay for lenses (1 pair : Coverage limited to reimbursement provided : every 12 months; $15 copay for lenses (1 pair o : )
’ . . . . Coverage limited to reimbursement provided
Vision Care $250 allowance/24 months for eyeglass (1 pair every 12 months); $15 copay for every 12 months); $15 copay for frames every : every 12 months); $15 copay for frames every under VSP out-of-network schedule every 12 months); $15 copay for frames every under VSP out-of-network schedule Not covered
lenses, frames, and contacts at a frames every 12 months ($100 maximum 12 months ($100 maximum benefit); up to 12 months ($100 maximum benefit); up to 12 months ($100 maximum benefit); up to
Kaiser facility benefit); up to $1,500 benefit (lifetime max) $1,500 benefit (lifetime max) for both eyes $1,500 benefit (lifetime max) for both eyes $1,500 benefit (lifetime max) for both eyes
7 7 7 o o o for both eyes for Lasik surgery for Lasik surgery 7 i for Lasik surgery - for Lasiksurgery o
X-Ray & Lab No charge for services at a Kaiser facility No charge No charge : 80% 70% after deductible 90% after deductible 70% after deductible 75% after deductible

B ndicates Plan Changes

This is not an official summary plan description (SPD) or official plan document. If you need a copy of an official plan document, contact the plan’s Customer Service department directly.

If there is a difference between what you read in this comparison chart and what you read in an official plan document, the official plan document will rule.




